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Abstract
Introduction: Supporting doctors' wellbeing is crucial for medical education to help min-
imise negative long-term impacts on medical workforce retention and ultimately patient
care. There is limited study of how doctors' transitions experiences impact wellbeing,
particularly socially and culturally. Multiple Multidimensional Transitions (MMT) theory
views transitions as dynamic, incorporating multiple contexts and multiple domains.
Using MMT as our lens, we report a qualitative analysis of how transitions experienced
by doctors during the pandemic impacted on social and cultural aspects of wellbeing.
Methods: Longitudinal narrative inquiry was employed, using interviews and
audio-diaries. Data were collected over 6 months in three phases: (i) interviews with
doctors from across the career spectrum (n = 98); (ii) longitudinal audio-diaries for
2–4 months (n = 71); (iii) second interviews (n = 83). Data were analysed
abductively, narrowing focus to factors important to social and cultural wellbeing.
Results: Doctors described experiencing multiple interacting transitions triggered by
the pandemic in multiple contexts (workplace, role, homelife and education). Patterns
identifiable across the dataset allowed us to explore social and cultural wellbeing cross-
cutting beyond individual experience. Three critical factors contributed to social and
cultural wellbeing both positively and negatively: being heard (e.g., by colleagues asking
how they are); being valued (e.g., removal of rest spaces by organisations showing lack
of value); and being supported (e.g., through regular briefing by education bodies).
Conclusions: This study is the first to longitudinally explore the multiple-multidimensional
transitions experienced by doctors during the COVID-19 pandemic. Our data analysis hel-
ped us move beyond existing perceptions around wellbeing and articulate multiple factors
that contribute to social and cultural wellbeing. It is vital that medical educators consider
the learning from these experiences to help pinpoint what aspects of support might be
beneficial to trainee doctors and their trainers. This study forms the basis for developing
evidenced-based interventions that ensure doctors are heard, valued and supported.
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1 | INTRODUCTION
Transitions are an inevitable part of any medical career.1–3 Transitions
are defined by Jindal-Snape as ‘ongoing processes of psychological,
social and educational adaptation over time due to changes in context,
interpersonal relationships and identities’ which can be both positive
and negative experiences.4,5 p1007 The increased risk of burnout and
potential for challenges to wellbeing during times of intense transi-
tions (such as the move from university to clinical practice or the
move from trainee doctor to trained doctor) is well documented in the
medical education literature.1–5 The global response to the COVID-19
pandemic created unprecedented transitions in the provision of
healthcare and healthcare education, as well as transitions beyond the
work context in everyday living, to which doctors have had to adapt
personally, professionally and educationally.6 Consequently, the pan-
demic has focused concern to the effect of these changes on doctors'
wellbeing (across the career spectrum).7 Whilst the definition of
‘wellbeing’ remains unsettled, a growing body of empirical literature
has studied physical and psychological wellbeing of doctors and other
healthcare professionals.8–11 This research has highlighted that
healthcare professionals are at increased risk of physical and mental
exhaustion, stress and burnout, which can affect patient safety and
workforce retention.8–11 Supporting the wellbeing of doctors across
the career spectrum, both as learners and educators, is crucial for
medical education to minimise negative long-term impact on medical
workforce retention, access to medical education, and ultimately
patient care.7
Psychological and physical wellbeing are known vital components
for the medical workforce; however, the wellbeing literature is limited
by a tendency to focus on the individual, and ways in which mental
and physical wellbeing can be supported through building individual
resilience.9,10,12 In medical education there are calls for broader defini-
tions of wellbeing that move beyond the individual and solving individual
problems.13 We support this view and suggest that conceptualisations of
wellbeing should consider the deeper, more complex, social and cultural
aspects that stretch beyond the individual, and place the responsibility for
wellbeing onto groups, organisations, educational institutions and
society.13,14
In order to access and understand better these multiple facets
of wellbeing, this paper reports a qualitative analysis of the transi-
tions experienced by doctors across the career spectrum during
the pandemic and how these transitions impacted on doctors'
wellbeing, with particular focus on social and cultural aspects. In the
following section, we articulate in detail the conceptual framing of
this study.
1.1 | Conceptual framework: Multiple
Multidimensional Transitions
Multiple Multidimensional Transitions (MMT) is a theoretical frame-
work used in medical education for articulating doctors' transitions
beyond the individual, taking a more complex view that transitions are
dynamic, incorporating multiple contexts (role, workplace, home and
education) and multiple domains (physical, psychological, social and
cultural).1,4 Previous research using MMT has unearthed the complex-
ity of doctors' educational transitions (e.g., from trainee doctor to
trained specialist), allowing for consideration of how transitions in one
area of an individual's life (e.g., new job role) will impact on other areas
(e.g., a resulting home move) and an individual's significant others
(e.g., new work colleagues or a child moving schools).1,4 Transitions
researchers have also argued that during periods of significant transi-
tions, it is important that opportunities for learning and development
are maximised whilst the potential for negative impacts on wellbeing
are minimised.2,15–17 We chose to use MMT for this study to provide
a conceptual framework during data collection that explored the com-
plexity of doctors' experiences in multiple contexts (e.g., role, work-
place, homelife and educational) and how these experiences might be
affecting doctors in social and cultural domains.17
1.2 | Defining social and cultural wellbeing
In this section, we define current thinking about social and cultural
wellbeing. Later in the paper when describing our data analysis, we
will articulate how our analysis had led us to re-explore the literature
on wellbeing and refine definitions to include aspects related to social
and cultural wellbeing (as presented here).
The World Health Organisation describes wellbeing as a ‘resource
for healthy living’ and a ‘positive state of health’ that is ‘more than
the absence of an illness’ such that we are able to thrive physically,
emotionally and socially.18,p1 As previously stated, physical and psy-
chological wellbeing are well researched and not the focus of this
paper.19–27 However, at this point, we acknowledge the interconnec-
tions and relationships between social and cultural wellbeing and
good physical and psychological health.
Social wellbeing has been defined as the perception of support
from others and a sense of belonging, inclusivity and social stabil-
ity.28,29 Culture and cultural wellbeing is dependent upon the context
in which an individual identifies or the context under study.30–32 For
example, culture can be related to an individual's ethnicity but equally
can be related to a profession to which an individual belongs (e.g., the
medical profession or a specialty such as surgery). Therefore, one way
in which social and cultural wellbeing may be felt is if an individual or
group of individuals feel connected to the community
(or organisation) to which they identify and share the same values,
thus creating a sense of belonging.30–32 Conversely, unresolved con-
flict in social and cultural expectations can lead to an individual or
group questioning their own notions of belonging and values, which in
turn can have a detrimental impact on the wellbeing of a community
or organisation.30–32 Whilst the focus of this paper is social and cul-
tural wellbeing, we acknowledge that the multiple facets of wellbeing
are integrated and often hard to separate. For example, a lack of pro-
vision of support for physical wellbeing (such as adequate hydration)
could be perceived as an indication of a lack of concern on the part of
the organisation for the employee, potentially affecting their
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psychological and social wellbeing and furthermore establishing cul-
tural markers about how an organisation prioritises staff wellbeing.
1.3 | Study aims and research questions
By exploring doctors' experiences in a time of profound and sustained
transitions (triggered by the pandemic), this study aimed to inform
and build on knowledge about social and cultural aspects of wellbeing
in the medical workforce across the career continuum (i.e., both
learners and their educators). We asked how doctors' experiences of
transitions during the pandemic impacted on social and cultural
wellbeing and what was perceived to be important to sustain support
for social and cultural wellbeing?
2 | METHODS
2.1 | Study context and study design
In Scotland, the location of this study, the pandemic triggered wide-
ranging changes to the way healthcare and healthcare education was,
and continues to be, delivered.33 For example, the reorganisation of hos-
pitals into COVID and non-COVID spaces, virtual patient care, a pause
or delay in routine procedures and appointments, shifts to home work-
ing, virtual learning and redeployment to COVID wards were common-
place as the health service responded to the potential for significant and
ongoing increases in COVID-19 in-patients during the first (March to
May 2020) and second (December 2020 to April 2021) waves.33
This paper reports on the empirical data collection workstream of
a wider project that aimed to develop evidence-based interventions
to support doctors' wellbeing and promote resilience during and
beyond COVID-19.7,12,34,35 Longitudinal narrative inquiry was
employed to explore the experiences of doctors' transitions during
the pandemic.36,37 This approach, through multiple interviews and
longitudinal audio-diaries (LADs), enables participants to describe and
make sense of their experiences in-the-moment and over time.5,37
The research team, part of the Scottish Medical Education
Research Consortium (SMERC), represented all five medical schools in
Scotland and NHS Education for Scotland (a Special Health Board
with responsibility to develop the Scottish healthcare workforce and
support education and training for doctors). Our multidisciplinary
research team, consisting of 12 white women and two white men, are
clinicians and academics with a diversity of experience and expertise
in research, publishing and clinical work in the areas of medical educa-
tion; transitions; general practice; management; health psychology;
behaviour change; behavioural science, clinical physiotherapy; evi-
dence and theory based intervention development; qualitative inter-
view techniques, audio diary methods and evidence synthesis. Whilst
the diversity in our experiences in this large team is a strength, we
acknowledge that our analysis would have been affected by our own
backgrounds and experiences. Indeed, we were all experiencing
changes because of the pandemic during this study. To encourage
team reflexivity, the whole team met on a weekly basis to discuss data
collection, analysis and our own experiences and understandings. In
addition to full team meetings, those undertaking data collection met
at least weekly (sometimes twice weekly) throughout the study.
2.2 | Participant recruitment
Following appropriate ethical and institutional approvals, all doctors
working in Scotland (in May/June 2020) across the career continuum,
specialties, and geographic locations (including remote and rural) were
invited via email and social media to participate in a three-stage longi-
tudinal study. This included the following: (1) an entrance interview
(May/June 2020); (2) a LAD phase (May to October 2020); and (3) a
second interview (September/October 2020). A total of 98 doctors
participated in the entrance interview, of these 71 submitted diaries
for (2–4 months), and 83 of the 98 undertook a second interview.
2.3 | Data collection
Due to COVID-19 restrictions, interactions with participants were under-
taken virtually, using Microsoft Teams, email and telephone. The data
collection team consisted of six of the authors (LG, GS, TT, KW, PC and
JF). What participants were asked at each data collection point was
influenced by our conceptual framework (MMT). During the entrance
interview, doctors were asked to share their experiences of the multiple
transitions they had experienced during the COVID-19 pandemic includ-
ing changes at work, to their role, at home and in their educational con-
text. Additionally, they were asked about the support they received or
accessed for these transitions and what they anticipated the next few
months were going to be like (at this point Scotland was exiting the first
wave of the pandemic, but it was yet unclear whether a second wave
would occur). All of those participating in this initial interview were
invited to take part in the LAD phase for 2–4 months.
In the LAD phase, participants were asked to record stories, inci-
dents and thoughts pertaining to their transitions experiences during the
pandemic and were encouraged to share experiences that occurred in
multiple contexts (i.e., workplace, individual role, home or educational
contexts). Participants that found audio-recording difficult were given
the option to submit written diaries. Participants used their smart phones
to record their diary entries and these were then emailed to their desig-
nated researcher (LG, GS, TT, KW, PC or JF). Participants were provided
with a prompt sheet and were emailed regular reminders to submit a
diary. The prompt sheets asked participants to describe their experiences,
discuss how this affected their overall experiences of transitions during
COVID-19, how they had been supported and whether their wellbeing
had been affected. The entry interviews sensitised the participants to the
types of experiences they might wish to share. Participants were emailed
the transcripts of their diaries for their own records. Furthermore,
researchers responded to the content of each diary entry in the reminder
emails, which helped maintain the researcher and participant relationship
as well as sensitising the researchers to doctors' ongoing experiences.5
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All participants who undertook the entrance interview were
invited to undertake a second interview in September/October 2020
(just as the second wave of the pandemic was taking hold in Scotland).
In this interview, the focus was on the longitudinal story of their tran-
sition experiences over the last months. Where possible, diary and
interview transcripts were used to prompt the discussion. Participants
were asked to reflect on their experiences over the prior 6 months as
well as consider how they felt about the approaching 6 months. Par-
ticipants were also asked about support for the transitions they had
and were experiencing, as well as how these experiences were affect-
ing their health and wellbeing long-term. All interviews were audio-
recorded, and along with the diaries, were transcribed by an experi-
enced, approved and confidential transcription service.
2.4 | Data analysis
Our approach to data analysis was abductive which promotes moving
between data and the literature including our conceptual framework
(i.e., MMT).38 First, the research team sensitised themselves to the data
set by reading through excerpts of data, and regular team discussion.
Through these discussions and our conceptual framing, we developed an
initial coding framework based on the MMT domains.17 This framework
was then utilised to code a sub-section of data (by JF, PC and GS) using
NVivo 12 qualitative data analysis software. Coding was then verified
with the lead author in a coding session where coding meanings and data
examples of these codes were discussed. Following this initial coding
exercise, all entrance and second interviews and a subsection of LADs
(from 44 participants) were reviewed and coded using this framework
(by JF, PC and GS). To code this large data set, we began by coding a
diverse range of participants' transcripts (this diversity included gender,
career stage, ethnicity, specialty and geographic location). The team's
deep familiarity with the whole data set allowed us to determine that
coding of transcripts was sufficient in terms of research rigour and that
relevant data excerpts could be located in uncoded data if required.
Finally, through repeated (weekly) discussion within the data col-
lection team (LG, GS, TT, KW, PC and JF) we undertook more in-
depth analysis of the coded dataset to focus on the impact of these
transitions to doctors' wellbeing. Through this analysis, we identified
the importance of social and cultural aspects which led us to return to
the wellbeing literature and to develop our understanding of social
and cultural wellbeing definitions as described above.
2.5 | Findings
Table 1 shows details of the participants. Doctors were from all 14 ter-
ritorial boards in Scotland and were diverse in terms of gender, ethnic-
ity, career stage, specialty and geography (e.g., urban, remote or rural).
Entrance interviews (n = 98) lasted (to the nearest minute) between
24 and 97 min (average 56). Those that completed audio-diaries
(n = 71) submitted between 1 and 18 diaries (average 4.6) over a
period of 2 to 4 months. Second interviews (n = 83) lasted between
27 and 123 min (average 61). This totalled over 12,620 min of tran-
scribed data in addition to 26 written diaries submitted by six
participants.
Whilst we recognise and acknowledge that all perceptions of
experiences are unique, patterns were identifiable across this large
dataset allowing us to make broader conclusions about social and cul-
tural wellbeing that crosscut the dataset beyond individual experi-
ence. Through analysis of the data we were able to prioritise three
critical factors that contribute to social and cultural wellbeing: being
heard; being valued; and being supported. Before we present this
detailed analysis, we will present what transitions doctors perceived
TABLE 1 Participant characteristics











Not answered 7 7.1
Self-identified ethnicity/race
Arabic 1 1
Asian/Asian British 6 6.1
Black 1 1
Mixed race 4 4.1
White 79 80.6
Not answered 6 6.1
Career stage
Consultant (Specialist Doctor) 20 20.4




Foundation doctor (first 2 years
post-graduation)
19 19.3
Early stage specialty trainee 15 15.3
Late Stage specialty trainee 14 14.3
Broad specialty (for rotating trainees, specialty at start of study)
Medicine 24 24.4
Surgery 12 12.2
General Practice (GP, family
medicine)
29 29.6
Community (e.g., psychiatry, public
health)
8 8.1
Other specialties (e.g., anaesthesia
and lab-based specialties)
12 12.3
Not answered 13 13.3
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to have been triggered by the pandemic. Then we will consider each
of the three factors, being heard, being valued, and being supported,
and how they impacted doctors' social and cultural wellbeing.
Throughout, to illustrate our findings, we have used selected quotes
that have been chosen because they are compelling yet pithy exam-
ples of our findings and are typical of the data.39
Perhaps unsurprisingly, all doctors described considerable transi-
tions triggered by the pandemic and our questioning using MMT as
our framing allowed participants to depict transitions in multiple con-
texts (including role, workplace, home and education). In the work-
place, doctors described operational and structural changes within
their organisation, the cancellation of routine procedures and
reallocation of staff. In secondary care (hospital- based), many doctors
were redeployed across specialties and departments. These workplace
changes led to multiple transitions in doctors' individual roles and
responsibilities as illustrated in the quote below.
We had a relatively short period of time in which to be
able to cancel routine activity. As somebody whose work
is almost entirely outpatient-based, that was big … every-
thing stopped. Then, there was the transition around
well, where were we going to be deployed and being
deployed to doing General Medicine, which I have not
done for 20 years … became very apparent that actually
on the COVID wards, my skills would be fine, … okay
with being deployed to the COVID wards if that let me
off the hook of having to do Acute Medical Receiving,
which would have been well outside my comfort zone ….
having [a] very different daily routine, looking after
patients with COVID … (Consultant, First Interview).
Following governmental guidance, primary care (e.g., general
practice/family medicine) and community-based specialties
(e.g., psychiatry) shifted to predominantly virtual or telephone consul-
tations. Doctors providing community-based care described dis-
cussing sensitive issues with patients whilst having to work at home.
This could lead to ‘merging’ between work and family roles, as seen in
the quote below.
… the emotional content of what you deal with at work
… it feels quite intrusive for that to be at home … I'm
taking [patient] calls … it feels quite jarring to have my
two year old having a great time playing with his train
set in the next room. (Specialty trainee, LAD).
As with many worldwide, participants experienced major homelife
transitions due to lockdown rules, home-schooling children and, as in
the example above, traditional boundaries between home and work
became blurred for some specialties.
Physically, doctors described the difficulties of wearing personal
protective equipment (PPE) and the consequential limits to patient
communication, the physical discomfort of long periods in PPE and
concerns that the equipment was not secure enough to protect them.
I had to wear my glasses and a visor and the visor's a bit
foggy, it's not quite crystal clear like glass, and then
because you are wearing so much gear my glasses
started to fog up … then I became anxious that my mask
wasn't properly sealed and that air was leaking out, so
that made me more hot and anxious, which fogged up
my glasses more (Foundation doctor, First Interview).
The high proportion of changes in workplace practices
(e.g., shifting PPE policies; dealing with an unknown virus) and the
intensity of psychological experiences was, at times, overwhelming.
For some this caused physical and psychological fatigue that affected
their relationships with patients, colleagues, and significant others. A
particular source of psychological strain was the inability to allow visi-
tors to be with dying relatives. Many participants found this difficult
to process and repeated exposure to these and similar experiences
exacted a psychological toll.
The actual seeing patients on the COVID wards, pretty
upsetting: really old people, a lot of them confused in
rooms on their own with very little human contact,
dying on their own. That was grim. And actually, I'm
heartbroken by it. (Consultant, First Interview).
Participants reported a sense of guilt in that they had to grapple
with their own understandings of what it meant to be a ‘good doctor’.
For example, GPs expressed the negative effect that physical distanc-
ing had on relationships with patients, something they have seen as
central to their role as family doctors.
[I] had one patient complain that we cannot be that
busy as the waiting room is empty. I tried to explain
that we still have the same number of patient contacts
if not more, but they have been done remotely, but he
did not seem to grasp this. Conversely when I've
referred patients on to secondary care … It appears
that the public have had no concept that primary care
has had to make significant changes to deal with the …
pandemic (GP, LAD3).
Educationally, doctors at all career stages saw reduced (or for
some removal of) formal educational opportunities. Doctors
highlighted that a shift to online education allowed for more flexible
learning approaches as doctors could learn at their own pace and at a
convenient time through recorded educational sessions or blended
learning approaches. Others found the ease of setting up online meet-
ing meant an increase in frequency of meetings in the evening and
reduced downtime at home. For some early career doctors there was
uncertainty about whether specialty training would need to be
extended to achieve core capabilities:
… every single projected teaching was cancelled … A
lot of specialty taster days and jobs that you want to
GORDON ET AL. 5
do beyond FY2 were cancelled which has not been
great and some people have been left at a critical point
… (Foundation doctor, First Interview).
2.6 | Impact of transitions on aspects of social and
cultural wellbeing
In this section, we present how social and cultural wellbeing was be
impacted by the three factors: being heard; being valued; and being
supported. We explore these three factors in terms of the positive
impact on participants' wellbeing of the presence of each dimension
and the negative impact in the absence of each dimension.
2.7 | Being heard
Doctors' descriptions of being heard in relation to social and cultural
wellbeing focussed on immediate workplace relationships. The impor-
tance of relationships with immediate work colleagues during the pan-
demic was a strong influence on social and cultural aspects wellbeing.
Important interactions involved being invited by others to express
how they were feeling and working with colleagues in an environment
that was open to providing support. Making time to talk to each other,
intentional social connection and check-ins between colleagues were
deemed important to maintaining wellbeing, particularly for trainee
doctors. For example, trainee doctors articulated how this invitation
to voice how they were came from senior colleagues actively checking
in with them. The impact of these check-ins is articulated well by the
trainee doctor in the following quote who comments that these
check-ins gave them ‘quite a boost’.
I felt a lot of people would … be like, ‘How are you
doing? Are you okay? Do you need a hand with any-
thing?’ … to be very contactable, very easy to ask for
help from and willing to give help, that was quite a
boost. (Foundation doctor, First Interview).
Absence of these interactions with participants' immediate col-
leagues were perceived to be problematic. For example, doctors' who
were asked to work from home, without these face-to-face interac-
tions, identified feeling isolated and lacking belonging and connection
with their organisational community. For example, the trainee below
who was working from home during the first wave of the pandemic
found reaching out for support difficult:
When I'm at work if I have a tough phone call or a
tough appointment it's … acceptable for me to go into
the next room and access kind of informal support
from a colleague … I felt very distanced from the team,
very kind of disconnected … missed physically going
into work, seeing my colleagues, seeing patients. (Spe-
cialty trainee [community specialty], Second Interview).
Furthermore, for senior staff (as trainers) this level of social sup-
port was not always available. Indeed, some senior doctors, whilst
aware of their role in supporting more junior staff, felt ‘unheard’:
Nobody's asked me how I am … nobody actually stops
and says, ‘Are you alright?’ and I think that went on for
weeks where I spent a lot of time checking with the
[trainee] doctors, … who actually looks after the looker
afters? (Consultant, First Interview).
Some doctors commented on a feeling of not ‘being heard’ by
their organisations (healthcare or educational), which was a source of
frustration for many. Indeed, communications between staff and orga-
nisations were described from a unidirectional, top down perspective.
Furthermore, across both primary and secondary care, there was a
perceived lack of clear direction in communications to staff. Partici-
pants described poor coordination and late notice of, for example,
rota changes. This sat alongside a perceived increase in organisational
instability and lack of clarity, leading to untenable levels of uncer-
tainty. Doctors reported conflicting and rapidly changing advice com-
ing from organisations, particularly at the start of the pandemic. The
resultant uncertainty manifested in a feeling of lack of control. For
example, the participant below described being ‘told’ what to do and
discussed how ‘rules’ are changed resulting in a lack of understanding
of these rules at ground level:
Somebody came down and told us ‘You're not sup-
posed to be doing that, it's clear from the emails that
you should not be doing that. They changed the rules
day in, day out. Every time I came in there was some
other rule that nobody seemed to understand’. (Con-
sultant, First Interview).
Perhaps the biggest barrier to being heard that the pandemic
highlighted and magnified, was a perceived stigma culturally within
medicine around seeking wellbeing support. It was widely understood
by our participants that there has been a long-standing expectation,
sometimes explicit but also tacit, within medical culture for self-
sufficiency and the ability to endure challenges. This meant that par-
ticipants described purposively ‘being quiet’ about their wellbeing
needs as the participant articulates below:
… if you say, I'm just struggling … I'm feeling a bit
stressed and anxious about this … that's still frowned
upon. That's still not allowable [they] say. ‘Well, just
buck your ideas up and grit your teeth, because every-
body else is doing it, so why aren't you?’ But of course,
everybody else could be feeling exactly the same but
nobody else is putting their head above the parapet.
(GP, Second Interview).
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2.8 | Being valued
In contrast to being heard, participants' perceptions of being valued and
lack of being valued centred on how they were treated by organisations
(both healthcare and educational). A key example, which was repeatedly
discussed across the data set, was the provision of access to water and
nutritious food in new rest and relaxation (R&R) spaces which were cre-
ated in the early days of the first wave for hospital-based staff. In addi-
tion to physical sustenance, these spaces offered the option for
healthcare professionals to regroup and debrief after a challenging shift.
This, in turn, helped minimise feelings of psychological and social isola-
tion. As a result, the R&R spaces provided a safe place for doctors to
tend to their wellbeing needs as well as a means for interpersonal sup-
port in the workplace. Furthermore, doctors explained that the R&R
spaces signalled that the organisation valued their staff's wellbeing.
That was probably the most welcome change, having a
space to relax and eat and drink … having an area that
you can go to speak to colleagues … have a cup of tea,
have a sit down, have five minutes … that was really
good … that was useful to have. (Foundation doctor,
First Interview).
However, doctors who were not directly ‘COVID-facing’, whilst
having similar support needs, reported that provision of such support
was inconsistent. This was interpreted by participants as failing to dis-
play to staff how much they were valued.
… and they are [COVID-facing doctors] getting loads
of things, hand cream and people bringing stuff in, and
we do not get anything here, no, nothing. I think we
got a box of fruit once, and it's not about the thing, it's
not about the thing, it's just the thought that people
are thinking about you. (Staff Grade Doctor, First
Interview).
Some doctors reported that many were removed between the
first and second waves which led to a feeling that they were not being
‘prioritised’.
… I'm sad to say they are taking them away now they
were gone yesterday, they were taking all the bean bags
out … and we were told that R&R rooms were no longer
necessary. We're going back to you know, we are not
being prioritised. (Foundation doctor, First Interview).
Participants expressed concern around the longevity of
support mechanisms that had been put in place by organisations.
There was a concern that the consideration of doctors' wellbeing was
‘just for COVID’ and that long term this support would evaporate.
There's a lot being said at the moment and sent out in
emails about emotional wellbeing and support … it's
very visible that there's an effort towards looking after
mental wellbeing in employees, and it's a good start.
But I think that a lot of people are thinking, ‘Well, this
is just what's fashionable to do whilst we're in this pan-
demic’. (GP, First Interview).
This is a striking example of the perception of the temporary nature
of wellbeing interventions that manifested in a sense of lack of value
and priority given to healthcare staff and their wellbeing long term.
2.9 | Being supported
The third and final dimension of social and cultural wellbeing reflects
both being heard by colleagues and being valued by their organisa-
tions and centres around the ways in which doctors perceived that
they were being supported.
Support was found in numerous places. Personal and informal sup-
port channels were particularly important. Family and friends were regu-
larly identified as key to providing physical, psychological and social
support. Some doctors relied on those at home as a source of help by
providing an escape from workplace stresses. Many highlighted informal
online platforms, such as WhatsApp groups with colleagues and other
profession-specific social media channels, as useful and safe ways to seek
out understanding from those who directly understood their experiences.
I've probably spoken to my family more than usual and
had support from them, did Zoom sort of video things
… Spoke to a lot of my friends, either via media or, like,
just by texting and still have support from them. So I
think, yeah, I was pretty much psychologically
supported. (Foundation doctor, First Interview).
In work, collegial working relationships were perceived by doctors
as central to being supported. The need to respond quickly to rapidly
evolving situations required effective teamwork and elicited positive
interprofessional relationships both within the immediate work envi-
ronment as well as across traditional boundaries. For example, the pri-
mary and secondary care interface:
I really think what's been amazing is the teamwork
between primary and secondary has been absolutely
brilliant. I have not had a conversation with a colleague
in hospital that has not been helpful this entire time.
(GP, First Interview).
However, some senior doctors experienced mounting pressure
to support and promote a safe working and learning environment
for trainees and students, alongside ensuring safe service provision,
which felt like a difficult and unending task. Some senior doctors
noted how the combined physical, emotional and social impacts
affected their ability to switch off and process what was happening
at home
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I suppose in reality with all the constant changes we
are having to deal with, junior doctor rostering and
training and trying to keep something going, I've just
been feeling pretty constantly ‘on’ over the last few
months, and well, mentally at least, and I've really
struggled to switch off during my time at home (Con-
sultant, LAD).
Educationally, the pandemic had specific implications for trainee
doctors at pivotal stages in their careers. Whilst they understood the
reasons, there was concern about the long-term impact of reduced
support for routine learning opportunities. Some identified that there
was a lack of recognition of learning experiences obtained during the
pandemic. For some, this meant no longer being eligible to apply for a
preferred specialty due to lack of exposure resulting in negative impli-
cations for career progression.
… just had an email from the department planning our
training for the next year … confirms that the time I've
spent in intensive care over the last three months …
will not count … towards my training and I will have to
repeat … which is a real kick in the teeth … It prolongs
my training. (Specialty trainee, LAD).
In contrast, many trainee doctors identified the support of educa-
tional bodies, which led to a feeling of understanding of their circum-
stances and highlighted the importance of regular supportive
communication:
help … is always available [from the educational body].
Regular briefing … online sessions for questions and
answers every week, followed by reports for trainees
… They quite understand how this uncertainty affects
the trainees. (Specialty trainee, First Interview).
Doctors with long term conditions at higher risk from COVID
(as with others in the United Kingdom with high risk conditions) were
asked to self-isolate for an extended period (termed shielding). They
described uncomfortable, unsupportive conversations with their col-
leagues about their physical and mental health. Having to negotiate
separate work conditions was perceived as having a negative impact
on their professional relationships. Shielding doctors also reported a
lack of communication and support from regulatory bodies and felt a
sense of pressure to return to work. They were often expected to
negotiate their own workplace conditions, whether that was working
from home, staying in the workplace, or returning to work following a
period at home. The lack of clear communication added further bur-
den to their wellbeing as their physical safety was already at higher
risk because of COVID-19.
… the BMA [British Medical Association] will not speak
to me until I've had a risk assessment because it's my
legal requirement to have one done. Occupational
health will not speak to me until I've had a risk assess-
ment and the guidance from the board has said that it
should only be complex cases … The Deanery have said
it's not their problem. My training programme director
is not replying to emails. It feels quite lonely and it
feels really uncertain. (Specialty trainee, LAD).
3 | DISCUSSION
Our study first asked how doctors' experiences of transitions during
COVID-19 had impacted on wellbeing. We also asked what was per-
ceived to be important to sustain support for social and cultural
wellbeing. Perhaps unsurprisingly, we found that multiple transitions
were triggered for doctors across the career continuum. These transi-
tions affected multiple domains and impacted them in multiple con-
texts: workplace, role, home and educational. In line with previous
studies, using an MMT lens allowed us to explore the transitions hap-
pening in multiple contexts.1,5,17
Through this initial analysis, we ascertained that doctors had a broad
range of experiences that had both supported and challenged their social
and cultural wellbeing. Through further analysis, we identified three key
factors that facilitate social and cultural wellbeing: being heard, being val-
ued and being supported. We were also able to explore the consequences
of not being heard, valued and supported. These data contribute a deep
understanding of participants' experiences during the pandemic, how
these transitions have affected their wellbeing, allowing for a more
nuanced consideration of ways in which interventions might be devel-
oped and how medical education may assist future doctors to feel heard
and generate an environment for being valued and supported. Further-
more, our findings indicate that beyond individuals and groups, organisa-
tions and societal expectations can also affect wellbeing. For example,
whilst participants felt heard by colleagues immediately around them,
they felt less heard by organisations, indeed organisational communica-
tion was perceived to be top-down and instructional. Our analysis also
highlighted the cultural stigma related to doctors engaging in help seek-
ing behaviour. There was concern that if they revealed their needs it
could be damaging for their ongoing training and career-status. Whilst
this is not new in the medical education literature, for example, in previ-
ous works,40,41 our study brings into sharp focus that even in the excep-
tional circumstances of a global pandemic, unwillingness to reveal a need
to ‘be heard’ and ask for help persists.
Furthermore, actions of organisations were perceived to con-
tribute to doctors' feeling less valued. Participants could identify
specific examples of the removal of wellbeing interventions
(e.g., R&R spaces) and the lack of attention for those in non-COVID
facing roles. This led to participants narrating that they felt under-
valued by their organisation, which impacted on social and cultural
wellbeing. The ability to feel connected and identify with a cultural
community (such as a healthcare organisation) allows individuals and
teams to flourish.3
Finally, support for doctors was mixed; some experiencing posi-
tive support mechanisms (often from individuals and groups nearby)
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and others left feeling unsupported (by organisations). Whilst sup-
port measures in place were appreciated, there was concern (possi-
bly through lack of organisational trust) about the longevity and
sincerity of the support offered by the organisation.22 Thus, people
become disconnected and question their unity and connection with
that organisation.30–32 Our data revealed signs of such disconnect
and a lack of clear communication from organisations. This is an
important contribution to the literature, which has been previously
criticised for expecting the responsibility for wellbeing to lie only
with the individual.1 We found the types of support doctors
accessed differed, suggesting a one-size-fits all approach to
supporting trainees and their educators might not be effective mov-
ing forward. This aligns with ongoing arguments in medical educa-
tion for a move away from the focus on single solutions to consider
multiple influences and aspects.13 It is vital that medical educators
and managers consider the learning from these experiences to help
pinpoint what aspects of support might be beneficial to maintain,
and indeed may need to be introduced or continued beyond the
pandemic. This study forms the basis for evidenced-based interven-
tions for supporting doctors that target different groups' needs
appropriately.34,35
3.1 | Contribution to the literature on transitions
and wellbeing
This research extends previous work using MMT as a lens for anal-
ysis of doctors' transitions, which focussed on the career transitions
of trainee doctors moving into a senior doctor role, showing that
there is utility of this theory to explore doctors transitions across
career grades.1,5,17 Furthermore, our work extends the extant
wellbeing literature by considering broader definitions and meanings
of wellbeing and responds to calls for clarity in defining the term.13
Our data analysis helped us move beyond existing perceptions
around wellbeing and articulate multiple domains that contribute to
social and cultural wellbeing, namely, being heard; being valued;
and being supported. This approach to analysis contributes to the
conceptual literature on wellbeing by providing a framework to
consider these multiple interacting factors. Furthermore, our quali-
tative, longitudinal approach allowed us to delve deeply into partici-
pants lived experiences, something that is often lacking and
problematised in the predominantly objective-deductive wellbeing
literature.12,13
To summarise, this study is the first to longitudinally explore the
multiple-multidimensional transitions experienced by doctors during
the COVID-19 pandemic. Furthermore, our findings make a novel
contribution to the literature on MMT and wellbeing.
3.2 | Methodological strengths and limitations
Our study has many methodological strengths. First, our substantial
longitudinal qualitative data set from a large and diverse sample
(in terms of gender, age, career stage, ethnicity and geography) means
our data brings a uniquely broad and rich perspective and thus a high
likelihood of strongly resonating with other doctors and indeed the
wider health workforce.42 Second, the longitudinal nature of our study
meant that we could explore doctors' unique experiences over the
course of the first year of the global pandemic, allowing us to return
to these experiences in second interviews to explore in more
depth.5,36,37 Furthermore, collecting diaries meant that thoughts and
feelings about experiences were collected in the moment rather than
filtered through memory.5 Indeed, arguably the diaries themselves
acted as ‘safe spaces’ for participants to reflect.43 Third, our team-
based approach to data analysis added rigour and reflexivity to our
analysis.44 Indeed the large research teams' diversity in terms of gen-
der and background (e.g., psychology, management and clinicians)
brought diversity of perspectives to our analysis and resulting inter-
pretations of the data.45
As with all research, our study is not without limitations which
should be accounted for when drawing conclusions. Whilst our
sample is diverse, we acknowledge that most participants (80.6%)
self-identified as white. This does reflect the workforce within the
country that the data were collected; nevertheless, this may affect
transferability of our findings to those of ethnicities other than
white. This is particularly pertinent in the context of COVID-19 as
a disease which is known to have a disproportionate effect on cer-
tain ethnic groups.46 As previously articulated, we also acknowl-
edge that analysis would have been iinfluenced by our own
backgrounds and experiences, including our own ongoing experi-
ences of the pandemic. Despite these limitations, our findings have
implications for educational practice and future research discussed
below.
3.3 | Implications for education practice
Unique to our data set was the exploration of the experiences of
both trainee doctors and their educators. The potential long-term
impact of these experiences on the whole medical workforce should
not be underestimated. As medical educators it is vital that we are
cognisant of how these experiences will affect medical education
moving forward beyond the pandemic. Potential harm from doctor
burnout, challenges to workforce retention and ultimately patient
safety are ever present.8–11 As with other studies into doctors' tran-
sitions, it is important for educators to be cognisant of the complex
interplay of the multiple contexts and domains that can be
affected.1,5
Lessons need to be learned from this study as to where the onus
for wellbeing is placed and how the multiple facets of wellbeing inter-
act.1,5,17 Our findings suggest that social and cultural wellbeing should
be considered, moving beyond individual responsibilities, and inter-
connected with organisations, communities, and social relationships.
The study highlights the need for an organisational push to show
value of staff across the organisation, including health professional
students. This could be achieved through, for example, regular
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listening exercises that cross-cut all staff and students within an orga-
nisation, such as a feedback app.34 Accordingly, medical educators
can develop learners' abilities to articulate their needs and openly dis-
cuss the multiple aspects of wellbeing (physical, psychological, social
and cultural).
Finally, the ‘stigma’ identified around accessing support should
be prioritised by medical educators as we move beyond the pan-
demic. Measures to reduce and ultimately eliminate the ‘perceived
concerns’ associated with help seeking is critical moving forward.
Indeed, the doctors in our study emphasised the beneficial nature
of taking the time out to share and talk about their experiences
with colleagues and peers. We advocate making time in the work-
ing day to discuss experiences with peers, and to ask each other
‘how was your day’.34 This could improve acceptability and accessi-
bility of accessing support.34 Perhaps the ‘gift of time’ within medi-
cal education to undertake supportive activities is key to creating a
culture that encourages help seeking and provides supportive net-
works for this to take place. This could go a long way in encourag-
ing wellbeing and foregrounding workforce value within
organisations.
3.4 | Implications for further research
In the first instance, given the size of this data set, this analysis pro-
vides a mere snapshot. Further questions can be asked of this data
set, for example, around how experiences have affected professional
identities and professional identity development of trainees. Second,
and in response to the limitation we identified around participant eth-
nic diversity, we would recommend consideration of future research
that explores the experiences of doctors from those ethnic groups
most affected by COVID-19. Third, we would recommend that further
research is undertaken to explore the transitions experienced by other
healthcare professional groups during this unique time. Finally, we
recommend further research that explores organisational learning
from changes to education and working practices. Monitoring what
should be kept and implemented beyond COVID-19, and how these
changes affect the social and cultural domains of health professionals'
wellbeing long-term is crucial.
ACKNOWLEDGEMENTS
The authors would like to thank all study participants who invested
significant time and energy into participating in this study in excep-
tional circumstances. The authors would also like to thank study
funders: Chief Scientist Office (Scotland) and Scottish Medical Educa-




This study was approved by the University of Aberdeen Human
Research Ethics Committee.
AUTHORS' CONTRIBUTIONS
All authors contributed to the conception and design of the study and
secured funding. LG, GS, TT, KW, PC and JF undertook all data collec-
tion. All authors contributed to data analysis. LG, GS and TT wrote the
first draft of the paper and LG and TT redrafted multiple iterations. All
other authors edited multiple iterations of the paper. All authors
approved the final manuscript prior to submission.
ORCID
Lisi Gordon https://orcid.org/0000-0002-4986-1501
Gillian M. Scanlan https://orcid.org/0000-0002-3510-7938
Tricia R. Tooman https://orcid.org/0000-0002-1227-2033





Kathryn B. Cunningham https://orcid.org/0000-0002-3300-7220
Kathrine Gibson Smith https://orcid.org/0000-0002-7341-4701
Peter W. Johnston https://orcid.org/0000-0002-9446-8354
Anita Laidlaw https://orcid.org/0000-0003-1214-4100
Lindsey M. Pope https://orcid.org/0000-0001-5338-4739
REFERENCES
1. Gordon L, Jindal-Snape D, Morrison J, et al. Multiple and multi-
dimensional transitions from trainee to trained doctor: a qualitative
longitudinal study in the UK. BMJ Open. 2017;7(11):e018583.
2. Teunissen PW, Westerman M. Opportunity or threat: the ambiguity
of the consequences of transitions in medical education. Med Educ.
2011;45(1):51-59.
3. Atherley A, Dolmans D, Hu W, Hegazi I, Alexander S, Teunissen PW.
Beyond the struggles: a scoping review on the transition to under-
graduate clinical training. Med Educ. 2019;53(6):559-570. https://doi.
org/10.1111/medu.13883
4. Jindal-Snape D. A-Z of transitions. Basingstoke, UK: Palgrave MacMil-
lan; 2016.
5. Gordon L, Jindal-Snape D, Rees CE. Doctors' identity transitions:
choosing to occupy a state of ‘betwixt and between’. Med Educ.
2020;54(11):1006-1018.
6. Godlee F. Covid-19: how can we keep the world's doctors safe? BMJ.
2021;373:n1100.
7. Johnston P, Gibson-Smith K, Walker KA, et al. What is Being Done to
Look After Doctors During Covid-19 and Beyond?. BMJ Publishing
Group; March 11 2021 Website: https://blogs.bmj.com/bmj/2021/
03/11/what-is-being-done-to-look-after-doctors-during-covid-19-
and-beyond/
8. Carrieri D, Mattick K, Pearson M, et al. Optimising strategies to
address mental ill-health in doctors and medical students: ‘Care Under
Pressure’ realist review and implementation guidance. BMC Med
2020. 2020;18(76). https://doi.org/10.1186/s12916-020-01532-x
9. Hancock J, Mattick K. Tolerance of ambiguity and psychological well-
being in medical training: a systematic review. Med Educ. 2020;54(2):
125-137.
10. McCann CM, Beddoe E, McCormick K, et al. Resilience in the health
professions: a review of recent literature. Int J Wellbeing. 2013;3(1):
60-81.
11. Scheepers RA, Emke H, Epstein RM, Lombarts KMJMH. The
impact of mindfulness-based interventions on doctors' well-being
and performance: a systematic review. Med Educ. 2020;54(2):
138-149.
10 GORDON ET AL.
12. Cairns P, Aitken G, Pope L, et al. In reviewInterventions for the
wellbeing of healthcare workers during a pandemic: scoping review.
Submitted to. BMJ Open.
13. Bynum WE, Varpio L, Teunissen P. Why impaired wellness may be
inevitable in medicine and why that may not be a bad thing. Med
Educ. 2021;55(1):16-22.
14. Webster D, Rivers N. Resisting resilience: disrupting discourses of
self-efficacy. Pedagogy Culture and Society. 2019;27(4):523-525.
15. Kilminster S, Zukas M, Quinton N, Roberts T. Preparedness is not
enough: understanding transitions as critically intensive learning
periods. Med Educ. 2011;45(10):1006-1015.
16. Westerman M, Teunissen PW, Fokkema JP, et al. The transition to
hospital consultant and the influence of preparedness, social support,
and perception: a structural equation modelling approach. Med Teach.
2013;35(4):320-327.
17. Gordon L, Teunissen PW, Jindal-Snape D, et al. Contexts and domains
in trainee-trained transitions: introducing the Transition-To-Trained-
Doctor (T3D) Model. Med Teach. 2020;42(6):679-688. https://doi.
org/10.1080/0142159X.2020.1733508
18. World Health Organization. Basic Documents. 46thed. Geneva: World
Health Organization; 2007 https://apps.who.int/iris/handle/10665/
43637
19. Capio CM, Sit CHP, Abernethy B. Physical well-being. In:
Michalos AC, ed. Encyclopaedia of Quality of Life and Well-Being
Research. Springer: Dordrecht; 2014 https://doi.org/10.1007/978-
94-007-0753-5_2166
20. Clark F, Jackson J, Carlson M, et al. Effectiveness of a lifestyle inter-
vention in promoting the well-being of independently living older
people: results of the Well Elderly 2 Randomised Controlled Trial.
J Epidemiol Community Health. 2012;66(9):782-790. https://doi.org/
10.1136/jech.2009.099754
21. Epstein RM. What's the opposite of burnout? J Gen Intern Med. 2017;
32(7):723-724.
22. Mavor KI, McNeill KG. Moving toward a complex systems view in
medical student well-being research. Med Educ. 2014;48(10):
941-943.
23. Kahneman D, Diener E, Schwarz N, (eds). Well-Being: The
Foundations of Hedonic Psychology. New York, NY: Russell Sage Foun-
dation; 1999.
24. Ryan RM, Deci EL. On happiness and human potentials: a review of
research on hedonic and eudaemonic well-being. Ann Rev Psych.
2001;52(1):141-166.
25. Ryff CD, Singer BH. Know thyself and become what you are: a
eudaimonic approach to psychological well-being. J Happiness Stud.
2008;9(1):13-39. https://doi.org/10.1007/s10902-006-9019-0
26. Waterman AS, Schwartz SJ, Zamboanga BL, et al. The questionnaire
for eudaimonic well-being: psychometric properties, demographic
comparisons, and evidence of validity. J Posit Psychol. 2010;5(1):
41-61.
27. McNeill KG, Kerr A, Mavor KI. Identity and norms: the role of group
membership in medical student wellbeing. Perspect Med Educ. 2014;
3(2):101-112.
28. Brown MEL, Proudfoot A, Mayat NY, Finn GM. A phenomenological
study of new doctors' transition to practice, utilising participant-
voiced poetry. Adv in Health Sci Educ. 2021;26(4):1229-1253. https://
doi.org/10.1007/s10459-021-10046-x
29. Jackson L. Social inclusivity- Medical Education's next hurdle. Med
Educ. 2021;55(3):283-285.
30. Bearman M, Mahoney P, Tai J, Castanelli D, Watling C. Invoking cul-
ture in medical education research: a critical review and metaphor
analysis. Med Educ. 2021:903-911. https://doi.org/10.1111/medu.
14464
31. Pitama S, Huria T, Patu M, Lacey C. Impaired wellness in medicine.
Med Educ. 2021;55(1):4-5.
32. Watling C, Ajjawi R, Bearman M. Approaching culture in medical edu-
cation: three perspectives. Med Educ. 2020;54(4):289-295.
33. Paper about changes in healthcare delivery in UK.
34. Walker KA, Gibson-Smith K, Gordon L, et al. To Develop Evidence-
Based Interventions to Support Doctors' Wellbeing and Promote Resil-
ience During COVID-19 (and Beyond). Edinburgh: Chief Scientist
Office; 2021:8.
35. Gibson Smith K, Cunningham KB, Cecil JE, et al. Supporting doctors'
well-being and resilience during COVID-19: a framework for rapid
and rigorous intervention development. Appl Psychol Health Well
Being. 2021. https://doi.org/10.1111/aphw.12300
36. Monrouxe LV. Solicited audio diaries in longitudinal narrative
research: a view from inside. Qual Res. 2009;9(1):81-103.
37. Williamson I, Leeming D, Lyttle S. Evaluating the audio-diary method
in qualitative research. Qual Res J. 15(1):20-34. https://doi.org/10.
1108/QRJ-04-2014-0014
38. Timmermans S, Tavory I. Theory construction in qualitative research:
from grounded theory to abductive analysis. Soc Th. 2012;30(3):
167-186.
39. Lingard L. Beyond the default colon: effective use of quotes in quali-
tative research. Perspect Med Educ. 2019;8(6):360-364.
40. Petkari E, Masedo Guitierrez A, Xavier M, Moreno KB. The influence
of clerkship on students' stigma towards mental illness: a meta-analy-
sis. Med Educ. 2018;52(7):694-704. https://doi.org/10.1111/medu.
13548
41. Tackett S. Stigma and well-being among health care professionals.
Med Educ. 2018;52(7):683-685.
42. Malterud K, Siersma VD, Guassora AD. Sample size in qualitative
interview studies: guided by information power. Qual Health Res.
2016;26(13):1753-1760.
43. Gordon L. Making space for relational reflexivity in longitudinal quali-
tative research. Med Educ. 2021;55(11):1223-1224. https://doi.org/
10.1111/medu.146261224
44. Barry CA, Britten N, Barber N, Bradley C, Stevenson F. Using reflexiv-
ity to optimise teamwork in qualitative research. Qual Health Res.
1999;9(1):26-44.
45. Richardson L, St-Pierre EA. Writing: a method of inquiry. In:
Denzen N, Lincoln Y, eds. The Sage Handbook of Qualitative Research.
3rd ed. Thousand Oaks, Palgrave: Sage Publications; 2005.
46. Kirkby T. Evidence mounts on the disproportionate effect of COVID-
19 on ethnic minorities. The Lancet. Online resource available
at. https://www.thelancet.com/journals/lanres/article/PIIS2213-
2600(20)30228-9/fulltext
How to cite this article: Gordon L, Scanlan GM, Tooman TR,
et al. Heard, valued, supported? Doctors' wellbeing during
transitions triggered by COVID-19. Med Educ. 2021;1-11.
doi:10.1111/medu.14698
GORDON ET AL. 11
